In terms of having GDM, Iranian women face a greater risk such that 1 out of 20 pregnant women will have GDM and its complications [6] . There is great concern about GDM and its effect on the health of mothers, infants and the whole society [4] . Women with GDM face the risk of gestational diabetes, prediabetes, and type 2 diabetes [7, 8] and GDM relapse [9] [10] [11] and unfortunately, their infants will also encounter macrosomia, trauma during birth, perinatal mortality, prematurity, low blood sugar, respiratory distress syndrome and jaundice [12] .
In terms of having GDM, Iranian women face a greater risk such that 1 out of 20 pregnant women will have GDM and its complications [6] . There is great concern about GDM and its effect on the health of mothers, infants and the whole society [4] . Women with GDM face the risk of gestational diabetes, prediabetes, and type 2 diabetes [7, 8] and GDM relapse [9] [10] [11] and unfortunately, their infants will also encounter macrosomia, trauma during birth, perinatal mortality, prematurity, low blood sugar, respiratory distress syndrome and jaundice [12] .
GDM during the perinatal period yields high mortality rate for both the mother and the fetus. This problem necessitates the need for special care in this period [13, 14] . Due to the prevalence of GDM and undesirable consequences caused by poor control of the disease, effective management of diabetes during pregnancy and taking suitable measures for education and preventive counseling are public health priorities [15] [16] [17] . Researchers have reported that decreasing child mortality and improving the quality of life for both the mother and the fetus is only possible by providing high quality healthcare [18] [19] [20] [21] . The noteworthy point is that although patients dedicate a lot of time and energy to the diagnosis of the diseases, many of them ignore or abandon the recommended regimen [22] . Furthermore, studies indicate most of these patients' difficulties in following selfcare advice and abandoning the healthy lifestyle [23, 24] .
Women with GDM are concerned about the effect of diabetes on their fetus, their inability to follow the advised regimen and the numerous necessary activities in this period. Compared with non-diabetic pregnant women, they are very anxious, worried and volatile [25] , they are also at risk of low self-confidence, uncertainty [26] and disappointment with the future [27] . Not only do these women face psychological, emotional and physical pressures due to pregnancy, they also have to confront numerous problems caused by a lack of continuous control system and the absence of an effective management in the form of the absence of strategic planning for preventive healthcare and advised regimen [28] . Today, the patients' presence in the health care team and their participation in self-care programs with a focus on weight control, self-administered of insulin and timely visits are well recognized and since everybody's function
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is shaped with regard to social structures, cultural beliefs and personal feelings, obviously, without proper knowledge about the experiences, feelings and beliefs about self-care, it is impossible to establish a good relationship with women with GDM [29, 30] . Thus, a practical and preventive protocol has to be adopted to be able to provide a high quality and multidimensional healthcare in order to support this group of pregnant women and their fetuses.
Method Design
In this study, a qualitative plan has been employed with a content analysis approach in order to explain factors involved in the confusion of mothers with GDM in the face of the multidimensionality of healthcare.
Data collection
The present study was conducted in 2014. We used purposive sampling to select 27 pregnant women in their week 28 to week 38 of their pregnancy who had referred to health centers of Tehran University of Medical Sciences. Inclusion criteria were the following:
• Pregnant women with gestational diabetes mellitus, the ability to express their experiences, and the desire to participate in the study.
• The only exclusion criterion was unwillingness to continue the study.
• The data were collected through face-to-face deep interviews.
In this study, a semi-structured questionnaire was used to collect data with items such as:
1. Please tell me about concurrence of your diabetes mellitus with pregnancy. Interviews were performed in hospitals and health centers in Tehran. The researcher attended these centers and explained the research objective to pregnant women, and those who were willing to participate in the study signed the written consent form. Interviews were conducted in one session considering environmental and time factors and participants' conditions, tolerance, and willingness. Interviews lasted between 40 and 55 minutes, and were recorded by an MP3 player. Interviews were conducted individually in quiet and comfortable rooms like head nurse's room or training room. Recorded audio files and transcripts were kept in a safe place up to 9 months. Data were collected until saturation, i.e. no new data emerged. A total of 17 interviews were conducted.
Data analysis
In order to analyze the data, conventional content analysis was employed according to Graneheim and Lundman's method [31] . Each interview audio file was transcribed verbatim immediately after the interview, and read several times to achieve an overall impression, to become familiar with the data, and evaluate them accurately. Field notes were also used simultaneously to interpret initial relationships between concepts obtained from participants' expression. Then every keyword or phrase was given a code. In this part, the first-stage coding process was performed by identifying and developing codes. A total of 500 initial codes were obtained. Then, similar initial codes were merged to form primary categories. Then, subcategories were formed to create more homogeneity among codes. The similar sub categories were merged by continuous comparison and eventually main categories or themes were extracted.
Rigor
To increase the rigor and trustworthiness of the data, Lincoln and Guba's Criteria were used in the study [29] . In addition to the fact that the researchers became involved in data collection and analysis, peer debriefing and participant reviewing were also used to make the research more credible. To achieve reliability and objectivity of the data, research evaluation (inquiry audit), and to increase transmissibility, full introduction of the research plan were employed. Maximum variability in terms of age, number of pregnancies (gravidity), family history and GDM history were observed in data collection.
Ethical approval
Ethical issues such as getting a permission from the university's ethics committee, explaining the aims of the research to the participants and receiving a written consent from them, assuring them about the confidentiality of their information, retaining their anonymity in all research documents, their being allowed to opt out of the research at any stage, and being entitled to access the results were considered. This article is a part of a study which has been done in Tehran's University of Medical Sciences nursing and midwifery care research center with the approved certificate no. 91/250/4039. The researchers hereby thank all the nursing managers who shared their experiences with them.
Results

Participant characteristics
The mean age of women with GDM was 26 ± 8 years. Other personal information is presented in table 1.
Qualitative results
In the majority of cases, the first care for pregnant women with GDM is an appropriate diet. If no desirable result (normal blood sugar) is achieved, insulin will be injected. This regimen is accompanied with complementary methods such as self-monitoring of blood sugar, exercise and regular visits. Sometimes, the multidimensionality of the treatment leads to their confusion, and their advancement in any of the care dimensions will slow or stop. 
Inefficient health centers
Health centers are unable to meet care needs of pregnant women with gestational diabetes due to the lack of staff and equipment; as a result, the quality of care is reduced.
Quantitative and qualitative weakness in the presentation of comprehensive services through health centers and the large number of patients in these centers may cost pregnant women with GDM a lot of energy and time as they try to find high quality health centers and empty beds for hospitalization. In these circumstances, the mother is extremely concerned about her own health and that of the fetus and faces physical, emotional and psychological pressures. The patient also needs to spend several hours a week to see the doctor and pay a considerable amount of money for the specialist's visit and so on while she may not be able to afford it. This is exhausting and may threaten the patient's therapeutic care. In addition to a lack of high quality health centers and the spending of a lot of money by women with GDM, these patients face the problem of not receiving necessary and sufficient education and counseling from healthcare providers about how to observe the multidimensional regimen and how to take care of themselves correctly. These are the most important factors involved in the confusion of these patients.
"When I went to health centers, I only received complementary medicine. Now, they say they don't have it. Nothing else is done for me. Even if there is any education, it is very brief and confuses me more". (NO 4)
In this regard, other factors adding to the problems of the patients are the healthcare providers' inappropriate relationships and their indifference to the patients in terms of meeting the patients' educational, counseling, and therapeutic needs and failing to provide psychological support for these patients. In some cases, the patient's facing with unskilled and irresponsible care teams has severely endangered the physical, mental and psychological well-being of the mother.
"The physician only tells me to exercise but s/he doesn't tell me how long I should exercise or what exercise I should do or until what stage of pregnancy I should continue exercising". (NO 13)
"My nurse comes and injects me with insulin, and then she goes. She has repeatedly seen me sad and anxious or crying, but she goes past me indifferently". (NO 15)
The behavioral inconsistencies of mothers with GDM toward their fetuses
What is obvious in this study is the fact that all mothers, the Maternal-fetal attachment, were ready to eat less than their appetite, have less delicious meals, monitor their blood sugar and inject insulin for the sake of the fetus's welfare and keeping it. Unfortunately, financial problems and lack of access to free healthcare which themselves are a consequence of no supportive strategic policy making has lead pregnant women with GDM to consider pregnancy coupled with diabetes a very challenging situation and deem the child's existence the cause of their confusion and unpleasant stressful conditions. This combines with mood changes such as prolonged anxiety and depression. Pregnant women consider their sudden and unexpected GDM experience, positive family history of diabetes, unwanted pregnancy, and complications of pregnancy such as preeclampsia, eclampsia or depression the cause of their unpleasant situation.
"If I weren't pregnant, I didn't have to endure this misery. I'm fed up. There's a new problem each day. On the other hand, when I think about it, I say to myself that I'm a mother. What about my responsibilities?" (NO 16)
Pregnancy under the pressure of the roles of wife, mother for the fetus and mother for other children and roles which emerge due to medical needs put the mother in a tense situation. On the one hand, the mother has to do her tasks as a parent and a spouse; on the other hand, she must take part in care and therapeutic methods and take charge of disease management.
"I'm sort of baffled by all these tasks. I don't know what to do. I'm tired. I can neither abandon my young kids nor forget about the one inside me."
Adopting a one-dimensional approach to the multidimensional treatment of diabetes
The multidimensional care approach should be educating about the disease and what is standard of care i.e. medical nutrition therapy, exercise and monitoring of the pregnancy for complications. Additional anti-diabetic treatment is given if medical nutrition therapy does not achieve optimal glucose levels. When a pregnant woman with GDM is in an unpleasant financial situation, she has no way but to use nonstandard care. In emergency situations, they discontinue some dimensions of the treatment or prioritize some of them. They may select and continue a less expensive care method or one which seems the most important to them.
"Instead of monitoring my blood sugar three times a day, I sometimes do it once a day or in some cases every two days. The kits are expensive and I can't afford them." (NO 6)
Living in fear and obscurity
The patient's having GDM, her facing a complicated regimen, financial problems as well as not having access to comprehensive social services like insurances and efficient health centers replace trust and security with a sense of insecurity and fear. The most prominent fear among these women if fear of the future and the obscure situation of themselves and their fetuses which may lead to unpleasant prospects, such as the death of the fetus or mother and the development of type II diabetes, and lead to their prolonged anxiety.
"I have no idea what's gonna happen to me and my kid. Anxiety is killing me. What's going to happen finally? What's waiting for me after delivery? " (NO 7)
Among other causes of the patients' fear, one can mention a lack of knowledge of how to manage the disease. Since the patients do not receive sufficient and necessary education from health carers, moving in any of the self-care directions is accompanied by confusion.
"I received only an instruction sheet about allowed foods from my doctor. In fact, I saw a list of foods about which I received little information from the doctor. . . I was mixed up. I didn't exactly know what was good for me and what was bad for me." (NO 9)
In fact, the patients' lives pass with a sense of uncertainty about the consequences they would face in the future due to the complexity of the dimensions of the treatment.
"One doctor told me that I would be cured after delivery and another doctor told me there was no cure. . . I just realized what horrible disease I had. I totally freaked out. I was so devastated that I didn't dare to taste food. I just had bread and cheese for a couple of days. Still, I don't eat much out of fear." (NO 2)
Discussion
A background of the health care delivery would help the reader understand what the problem is, looks like there is a greater need for better communication rather than facilities and expertise .The inefficiency of health centers is one of the most important factors contributing to the confusion of women with GDM. The absence of high quality health centers and a care team that is responsible for meeting the educational and counseling needs of the patients in taking care of themselves is the most crucial factor leading to the confusion of these patients. Abdoli et al. (2009) have claimed that the inefficient health centers put more emphasis on the presentation of routine clinical care because of a shortage of specialists and do not dedicate any program to the education and counseling of patients [32] . Etu-Seppala (2001) have asserted that in third world countries the policy makers lack of support for policy making for the education and counseling of people is a common phenomenon [33] It should be noted that GDM is an invaluable opportunity to prevent maternal and fetus complications [34, 35] . Healthcare providers, especially community health nurses who cover a wide range of activities in terms of education, counseling, correct diagnosis and timely referral of patients can help this group of pregnant women substantially by teaching them a healthy lifestyle to prevent further complications of GDM [36, 37] .
Among important factors contributing to the confusion of mothers with GDM is the multidimensionality of the treatment of "pregnancy". Studies in this regard demonstrate that uncertainty and confusion in this period and the sharp distinction between positive and negative feelings toward the fetus harm the mother and the fetus seriously and damage the maternal-fetal attachment. The maternalfetal attachment is the key factor in behaviors improving the mother and fetus's health [38, 39] .
Another factor involved in the confusion of this group of patients is the conflict between the numerous roles of this period. As a result of numerous mental and psychological pressures, the patient does not have the endurance and independence necessary for taking charge of her own health and that of the fetus by following the multidimensional treatment and significantly abandons her role and transfers it to others [40] .
One more factor contributing to the confusion of women with GDM is taking a one-dimensional approach to the multidimensional treatment of diabetes, such that in most cases, the thoughts and care performance of the patient is directed to just one dimension of selfcare in an irregular and discontinuous way, whereas the quality of the multidimensional treatment of the patient relies on the correct and comprehensive application of the regimen. Inattention to the multidimensional nature of care in this period makes disease management seriously challenging for the patient [41, 42] . Also, the data of the present study showed that a bad financial status and insecure and insufficient income serve as additional pressures and jeopardize the shaky lives of these patients. Because of financial problems, these people cannot access the required equipment from reliable brands during this risky period. Lack of access to reliable equipment or using unreliable equipment may lead to the patients' lives becoming unhealthy and endanger their care and treatment seriously in countries like Iran [43] .
The results of the study showed that other factors which play a role in the confusion of women with GDM are excessive ambiguity and fear that are caused by a lack of education and specialized counseling and governmental support for the management of the diseases to prevent irreparable consequences in third world countries. Furthermore, the patients' financial problems are among the most prominent sources of fear of the care and treatment process and lead them to be afraid of an uncertain future. In Hirst's study (2012), the major cause of the patients' fear is related to the possible complications of diabetes and transfer of diabetes to the child through breast milk after delivery [37] .
The results of the study showed that fear of inability to manage the disease correctly due to a lack of knowledge and awareness are among other challenges facing pregnant women with GDM. Since GDM is accompanied by numerous maternal and fetal complications, paying attention to self-management is of great significance [41] . To be able to accomplish self-management, the patient needs to reach a level of understanding of the disease and its complications as well as a level of skillfulness to manage the disease through education and counseling [44, 45] . At the same time, health and treatment cares in the third world should take action to eliminate the numerous problems of the most vulnerable social class. This way, they may help prevent the mothers from losing their confidence, self-efficacy and motivation and cease the mother's dependence on others and her feeling of being a burden on others' shoulders. In third world countries, the patients' most important challenge is that they pass their lifetimes without prober support from their governments [32, 46] .
Conclusion
It can be concluded that not receiving comprehensive health services, financial problems, and the patients' health illiteracy are among factors involved in the confusion of pregnant women with GDM in a multidimensional regimen. The observance of the multidimensional regimen of these people can be improved by increasing the number of high quality health centers, providing specialized manpower, establishing good relationships with the patients, educating and giving them counseling and improving their health literacy. The findings of this study can help the specialized and responsible care team in Iran and the health system policy makers to identify factors preventing this group of patients from following the multidimensional regimen, such that through strategic health planning, they can take decisive action to avoid the unpleasant consequences of GDM for mothers and their fetuses in third world countries and boost the economy of community health.
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